Following certain operations on the left colon, particularly if it is unprepared, healing of the anastomosis is more certan if the faecal stream is temporarily diverted proximally. The accepted method of achievir his is to raise a loop of colon to the abdominal surface with the formation of a colostomy. • formal operation is later necessary to return the colon to the peritoneal cavity. The operation for closure has been studied by several workers. More than one in five patients may develop a faecal fistula (Knox et al. 1971) . The average inpatient stay is fourteen days (Thompson & Hawley 1972) . The mortality may be over 2 %(Knox et aI1971). If this operation could be avoided there would be considerable saving not only in morbidity and mortality but also in hospital resources.
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The temporary loop transverse colostomy will not close, because when the colon is exteriorized a mucocutaneous union is formed between it and the skin during healing. A method is here described for forming a totally diverting colostomy without any such union by means of a device which obturates and drains the colon while leaving it in its normal position within the abdomen. There is a balloon and a centrally placed drainage tube. Obturation of the intestine is effected by the balloon (Figure I) , which when deflated allows easy removal of the device.
Following this a temporary faecal leak results which heals in one to three months without problems; very rarely a small operation may be necessary to close a persistent fistula.
The device is usually inserted proximal to the anastomosis. Experience has shown that the transverse colon is the most satisfactory site. Here faeces are in liquid form and drain well through the central rigid tube. The balloon, when inflated with water, occludes the lumen of the colon without over-distension and allows some peristalsis to pass over it. The drainage tube is brought out through a stab incision anterior to the natural site of the colon. A flange is placed externally over the drainage tube. It is locked in position with a retaining screw cap and an 0ring washer. After simple trimming of excess length of the drainage tube, an ordinary colostomy bag can be placed over the flange.
The device has been left in place without problems for up to four weeks, and contrast radiography of the proximal colon shows that it compares favourably with the loop colostomy in its ability to defunction the distal colon.
The obturating colostomy has been used in connection with surgery of the left colon, particularly if the degree of preparation has not been adequate. It has been effective following low anterior resections, especiaIly in the elderly, in order to reduce postoperative distension of the abdomen and the tendency to faecal fistula from the anastomosis. Further indications for its use are surgery for colovesical fistula, also pelvic colectomy and anastomosis in patients who have had previous irradiation within the pelvis. Large villous tumours are, on occasion, treated by the York Mason trans-sphincteric operation. This is often better protected by a temporary (obturating balloon) colostomy for two to three weeks.
More recently the obturating balloon colostomy has been used in patients with acute large bowel obstruction or perforation. A primary resection has been possible with a proximal transverse obturating colostomy to protect the anastomosis. Alternatively, the device may be placed in the anastomosis in the left colon. In this case it is removed at 5-10 days after operation. By the time peristalsis has started, the tissue planes have sealed to allow the resultant faecal fistula to drain satisfactorily externally. This has the advantage of converting the traditional staged colectomy to a single surgical procedure.
